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Doctor! Keogh- Jenkins - Now! 


By RoBert B. HoMAN, Jr., M.D., Et Paso 


The following is an excerpt from this column ap- 
pearing in SOUTHWESTERN MEDICINE, March 1953 
issue: 

“Under the law (Section 165 of the Internal Rev- 
enue Code), employers and corporations are allowed 
to deduct from taxes any contribution made by them 
to certain “qualified” pension plans for their em- 
ployees — in private insurance companies. These 
private pension plans are entirely separate from the 
social security setup. Some 8,000,000 employees (the 
figure for 1956 is 15,000,000!) are involved in these 
plans and their employers are enjoying tax deduction 
on their contribution to their employees future securi- 
ty. Furthermore, the funds contributed by the em- 
ployer are not taxable as income to the employees. 
In addition, this special privilege contributes to good 
employee relations — thus it is valuable beyond its 
monetary advantages to the employer. 


Self-employed Get Shaft 


“Not so with the self-employed or professional 
American citizen. If this person wishes to purchase 
a pension policy, he must do so with money on which 
he has already paid all present taxes — that is, from 
his net income after taxes. In addition, he will pay 
an income tax on his net gain over his investment if, 
as, and when he draws disability or pension on his 
own privately provided protection when such pay- 
ments begin. 


There are some 11,000,000 self-employed and 
professional men in this country suffering from this 
tax discrimination. Thus, the “small business men’”’ 
of this country are getting a raw deal tax-wise and 
pension-wise. These little business men provide 
employment for many million Americans. Included 
in this group are not only the professions — doctors, 
dentists, lawyers, engineers, architects, accountants, 
etc., but also farmers, the owners of the corner drug- 
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store or grocery store, and many other business men 
who risk their money to make the American dream 
work, Doesn’t it seem logical and fair that they 
should receive the same tax break that their employees 
can receive under a private pension plan? Is there a 
way out of this inequitable situation? There is.” 


Needle Your Congressman! 


Doctor, there was an answer in 1953, in 1954, in 
1955 and in 1956! The same answer exists today — 
if you are prepared to demand consideration from 
your Congressman and Senators! A revised version 
of the Keogh-Jenkins bill (H. R. 9 and H. R. 10) 
has been submitted to the present Congress. Briefly, 
this bill would permit the deferment of income tax 
liability on income paid into a restricted retirement 
fund with a private insurance company. Such de- 
duction may be as high as 10 per cent annually 
(or $5,000), whichever is the lesser — not to exceed 
$100,000 in a lifetime. Provisions are made for 
higher deductions in age groups over 50. All of these 
figures are based on gross income! 


Surely you have long since realized how difficult 
it is to provide family security and retirement security 
under our present income tax laws, The law, as it 
now stands, discriminates against the self-employed. 
The Keogh-Jenkins proposal would eliminate this 
discrimination, The American Bar Association is 
making an all-out effort to get this proposal adopted 
this year. 


You must certainly know by now that your Con- 
gressmen and Senators cannot know what you want 
unless you tell them. Won't you stop now and drop 
them a line asking for support of the Keogh-Jenkins 
proposal (H. R. 9 and H. R. 10) which provides for 
equal tax-rights for the self-employed? If you don't 
do so, you are cutting off your nose to spite your face! 
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CURRENT THERAPY 





Rheumatic Fever*—Diagnosis 
By Jack A. BERNARD, M.D., Et Paso 


As there is no specific diagnostic test for rheumatic 
fever, the various specific tests of hemolytic strep- 
tococcal infection have been used as an aid in the 
diagnosis. The simplest of these, the antistreptolysin-O 
determination is used to determine the antibody to 
beta streptococcal hemolysin. A titer of more than 
250 units is considered significant. A rising titer 
is significant and a titer of over 500 units is very 
significant. 

It has been reported that about 85 per cent of the 
cases of rheumatic fever have a high titer, whereas, 
for example in rheumatoid arthritis the titer is said 
to be high in only about 28 per cent of the cases. 
Less than three per cent of rheumatic fever cases will 
have a low titer, whereas it has been reported that 
about 50 per cent of the cases of rheumatoid arthritis 
will have a low titer. 


Titer Varies 


It should be noted that in rheumatic fever the 
titer varies according to the time interval from the 
streptococcal infection. The titer usually becomes 
detectable in the second week and then reaches a 
maximum at four to six weeks, to then gradually 
decline. Therefore, the time at which the test is 
made is important and it is up to the physician to 
interpret the laboratory report in the light of his 
clinical history, depending upon how long after the 
streptococcal infection the test is made. 

It should be obvious therefore, that the test is not 
a test for rheumatic fever but a test of recent hemoly- 
tic streptococcal infection, and its titer depends upon 
the time interval from the streptococcal infection. 
Obviously, a low titer is more helpful in the exclusion 
of rheumatic fever. 


C-Reactive Protein 


C-reactive protein is a substance that is not present 
in the blood of normal healthy subjects, but appears 
promptly in the course of a wide variety of diseased 
states when an inflammatory reaction or other type 
of tissue damage occurs and it disappears when the 
abnormal process subsides. It owes its name to its 
property of reacting to form a precipitate with the 
so called C polysaccharide of pneumococcus. 

The technical procedures involved in carrying out 
the test are exceedingly simple. Equal parts of the 
patient’s serum and rabbit anti-serum to C-protein 
are mixed in a capillary tube and after appropriate 
incubation and refrigeration the degree of reactivity 
is determined on the basis of the amount of precipi- 
tate in the tube. 


*This is the first of a series of articles on Rheumatic Fever by 
Dr. Bernard. 


Page 102 


Diseases Listed 


Diseases in which the C-reactive protein is found 
include: Febrile rheumatoid arthritis, gout, subacute 
bacterial endocarditis, staphylococcus osteomyelitis, a 
colon type bacillus type infection in children, and 
myocardial infarction. 


The protein is absent in lupus erythematosus, der- 
matomyositis, scleroderma and afebrile rheumatoid 
arthritis. It therefore should be helpful in differen- 
tiating rheumatic fever from the other collagen dis- 
eases mentioned. 


The C-reactive protein may be absent in cases of 
pure chorea, in cases of rheumatic fever where there 
are subcutaneous nodules only, or where there are 
only Aschoff bodies in the auricular appendage, or 
where there is simply prolongation of the PR in- 
terval. 


Reliable Indicator 


Except in these instances, the presence of C-reactive 
protein in the blood of a rheumatic fever patient is 
an extremely sensitive and reliable indicator of rheu- 
matic activity, if other pathologic processes can be 
excluded, such as those mentioned above, and certain 
traumas, nephrosis, neoplasia, granuloma, and oc- 
casionally congestive failure. 


In active rheumatic fever with congestive failure 
the C-reactive protein may be helpful, in that it will 
be elevated where the sed rate may be normal. 


Good Prognostic Sign 


The disappearance of C-reactive protein in rheu- 
matic fever is a good prognostic sign. Persistance of 
the protein in the blood during treatment with anti- 
rheumatic agents indicates the inadequate suppression 
of the inflammatory process. 


There are other reactions that are being studied 
and being evaluated, such as, the diphenylamine 
reaction which has recently been studied and cor- 
related with the sedimentation rate and signs of 
rheumatic fever. It seems to be and may prove 
to be more sensitive than the C-reactive protein test. 
This and other tests are not yet generally available. 


Finally, in the diagnosis of rheumatic fever, the 
antistreptolysin-O determination is recommended to 
determine recent streptococcal infection; C-reactive 
protein determinations are recommended as a test for 
rheumatic activity. 


(To be continued) 
SOUTHWESTERN MEDICINE 
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Edited by Andrew M. Babey, M. D., Las Cruces, N. M. 


APHORISMS and MEMORABILIA 


Miscellaneous Truths and Concepts 


(continued ) 


53. “Acute gaseous cholecystitis is rare and is due 
to infection of the gall bladder by a gas-forming or- 
ganism.”’ Gary and Schatzki; /oc. cit., P. 1100 


54. “It is important that it be recognized that 
these patients have a severe injury to the cervical spine 
and that any rough handling of the patient may be 
followed by additional injury to the spinal cord with 
an increase in the paralysis; consequently, they are 
handled very gently. In transportation the head 
should be maintained in a position of moderate ex- 
tension and is usually supported by an attendant who 
sits at the side or head of the litter, while a folded 
sheet or large towel is placed beneath the back of 
the neck to maintain normal lordosis in this region. 


A slight amount of traction on the head is helpful 
and sandbags may be placed on either side of the 
head in order to prevent rotation. The same treat- 
ment is carried out when the patient reaches the hos- 
pital, and no attempt should be made to get x-rays 
of the neck until traction has been applied to the 
head. Temporary traction can be applied by hand or 
a head sling with a weight of from 5 to 10 pounds 
hanging over the head of the bed. When the patient 
is turned he should be rolled like a log, the head and 
the shoulders being moved together. X-rays carf be 
postponed until the general condition of the patient 
warrants movement, or they can be taken in bed with 
a portable machine. 


Neurologic examination should be made as soon 
as possible after the injury, and this should be re- 
peated from time to time, as occasionally these in- 
juries involve hemorrhage into the spinal cord which 
may cause progressive paralysis which may be relieved 
by laminectomy. 


After the patient's general condition is assessed, 
it is probably best to apply skeletal traction to the 
head.” Key and Conwell; “Fractures, Dislocations 
and Sprains” ; Fifth Edition, 1951; Pages 370 through 
378. 


Intellectual Association 


55. “In the advancement of knowledge, associa- 
tions of men bringing together a wide variety of 
talents and experience have played a major part. 
Here men make contact with other interests and 
are exposed to a wider perspective which enables 
them to appreciate the relationships of their own 
specialized preoccupations to the general body of 
learning. Here they see excellence and are prompted 
to emulation. But, above all, it is in such associations 
that men become conscious of a continuing and un- 
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derlying community of interest which strengthens 
each against intellectual isolation and preserves the 
body of their learning from dissolution.” Sir Harold 
Himsworth; British Medical Journal; July 23, 1955; 
y. 222. 


56. “Antihistamines have been a great disappoint- 
ment in the treatment of cutaneous sensitivities. In 
urticaria, acute or chronic, they may give temporary 
relief. Some have a sedative effect, which is ot some 
value in the extremely pruritic patient, but they rarely 
relieve pruritus nor do they check the eruption. 
Their extensive use produces side effects and causes 
allergic reactions in the form of drug eruptions.” 
John G. Downing; New Eng. Journal of Med.; Aug. 
4, 1955; P. 187. 


57. ‘‘It is known that massive adrenal hemorrhage 
occurs in occasional patients with severe epilepsy ; 
indeed, this lesion may even be the cause of death 
in status epilepticus.’” Mark D. Altschule; New Eng. 
Journal of Med.; Aug. 4, 1955; P. 191. 


Hair as Indication 


58. “If there is enough blood to maintain growth 
of hair on the toes, there is usually enough blood to 
heal lesions. When the blood supply is insufficient 
to permit growth of hair on the toes, lesions rarely 
heal, and amputation is necessary in most of these 
patients.” Meyer Naide; New Eng. Journal of Medi- 
cine; Jan, 29, 1953; P. 182. 


59. “There is grave doubt whether the field of 
psychiatry is sufficiently developed or whether there 
is at the moment a series of sufficiently stabilized 
procedures to permit any but the most fully informed 
and trained to practice it effectively at anything but 
a superficial level.” Joseph S. Collings & Donald M. 
Clark; New Eng. Journal of Med.; Jan. 29, 1953; 
P. 187. 


60. “Serious or distressing oral lesions are ob- 
served much more often with lozenges or troches 
than with systemic treatment either oral or parenteral, 
stomatitis or glossitis or both have been noted in 18 
per cent of patients receiving antimicrobial agents, 
including sulfonamides, in these forms.” Maxwell 
Finland & Louis Weinstein; New Eng. Journal of 
Med.; Feb. 5, 1953; P. 221. 


Question on Lozenges 


61. “There may be some question whether local 
oral treatment with lozenges or troches is to be re- 
commended for any purpose, because of these reac- 
tions, because of the greater danger of sensitization 
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from these dusage forms and because there is serious 
doubt about the efficacy of any of these agents given 
in this manner.” Maxwell Finland & Louis Wein- 
stein; Joc. cit.; P. 221. 


62. ‘The experience of the past few years has 
indicated quite Sefinitely that the applications to the 
skin of ointments and oily suspensions of various 
antimicrobial agents produces the highest incidence 
of local and systemic sensitization. One should there- 
fore carefully consider in any clinical situation the 
possibilities of parenteral or oral administration of 
antimicrobial drugs in the management of various 
types of infectious skin lesions before embarking on 
a program of continued application of one or another 
of the antimicrobial agents to the skin, particularly 
when the substance is dissolved in an oil or fat.” 
Maxwell Finland & Louis Weinstein; Joc. cit., P. 221. 


Two Penicillins 


63. “Penicillin O will elicit a reaction in more 
than a third of the patients sensitized to penicillin G 


and vice versa.” Maxwell Finland & Louis Weinstein ; 
loc. cit., P. 222. 


64. ‘It is becoming increasingly clear that the 
deviations from the principles of child rearing that 
one has come to accept are less important, so far as 
their effects on the child are concerned, than the 
state of mind or the general attitude of the parent 
toward the child.’” Harry Bakwin; New England 
Journal of Medicine; Fed. 5, 1953; P. 229. 


65. ‘On the whole the effect of current psychia- 
tric teaching has been to increase parental anxiety, 
to shake the faith of parents in their own ability to 
rear children and to undermine parental authority. 
These are the direct results of such unsubstantiated 
ideas as that every experience, from the time of birth 
or even earlier, leaves an indelible impression on the 
child’s future emotional life; that every act of the 
parents, as it concerns the child, has for him per- 
manent meaning; that a ‘frustration is harmful; and 
that the process of child development is a delicately 
balanced and hazardcus one, easily deflected and 
distorted.” Harry Bakwin; Joc. cit.; P. 229. 


“POINTERS” 


From the Case Records of the Massachusetts General Hospital 1952* 
(Continued ) 


23." Tuberculous peritonitis frequently complicates 
cirrhosis especially in Asiatics.’’ Joc. cit.; p. 222 

24. ‘When a goiter is associated with myxedema, 
a good clinical rule is that one can almost always rule 
out carcinoma — I say “‘almost’’ because there are ex- 
ceptions to any rule. Carcinoma does not destroy the 
thyroid gland completely and therefore does not pro- 
duce myxedema.” Joc, cit.; p. 260 


25. “In dissecting aneurysm of the thoracic and 
abdominal aorta peripheral arterial pulsations may be 
quite normal because a central channel remains pat- 
ent.” A Composite; /oc. cit.; p. 328 


26. “The neurologic disturbances resulting from 
dissecting aneurysm are helpful in diagnosis. From 
observation of a number of these patients three syn- 
dromes have emerged: the first is ischemic myelo- 
pathy due to interruption of the intercostal arteries ; 
the second is the occlusion of one or both carotid 
arteries by the dissecting aneurysm, causing sudden 
hemiplegia, aphasia or coma; and the third, the most 
common syndrome, is blockage of the circulation to 
a limb, either arm or leg or both legs, with ischemia 
of the peripheral nerves. In the last condition the 
affected limb is pulseless. The occurrence of these 
neurologic syndromes in conjunction with severe tho- 
racic or abdominal pain should always suggest the 
diagnosis of dissecting aortic aneurysm.” /oc. cit.; 
p. 329 

27. “Thrombosis of the portal system is found 
occasionally as a terminal event in portal cirrhosis, 
but much more frequently when primary carcinoma 
of the liver is present — in perhaps a fourth of the 
cases.” loc. cit.; p. 650 


Page 104 


28. “Not all dissecting aneurysms arise from an 
intimal tear. It has been shown that the primary 
disease is in the media and that the hemorrhage may 
be present in the wall of the aorta without an intimal 
tear.” loc. cit.; p. 688 


29. ‘We have seen at least three patients who had 
an elevated alkaline phosphatase, a marked bromsul- 
falein retention with or without evidence of cholan- 
gitis and no clinical jaundice, and yet who at opera- 
tion showed almost complete obstruction of the com- 
mon duct from a stone, stricture or tumor. For some 
reason as yet unknown, almost complete obstruction 
of a biliary tract occurs occasionally without the de- 
velopment of jaundice.” Joc. cit.; p. 778 


30. “The adrenal glands are involved in 20 per 
cent of the cases of metastatic carcinoma of the breast. 
Moreover, these metastases are characteristically ex- 
tensive and bilateral.” Joc. cit.; p. 813 

31. “Like those of the adrenal gland, secondary 
tumors of the pituitary body are not unusual with 
carcinoma of the breast. The metastases, however, 
are almost always confined to the posterior lobe, and 
diabetes insipidus is often manifest.” Joc. cit.; p. 814 

32. “Metastatic breast carcinoma may cause fe- 
latively acute panhypopituitarism and a picture of Ad- 
dison’s disease.” A composite; /oc. cit.; p. 816 

33. “I think we have never failed to make a diag- 
nosis in cases of hemochromatosis by liver biopsy.” 
loc. cit.; p. 994 

*We are grateful to Dr. Benjamin Castleman, Editor of “‘Case 
Records” and Dr. Joseph Garland, Editor of “‘The New England 
Journal of Medicine’ for permission to publish these excerpts. 


They will appear regularly and cover the years 1951 through 
1955. — Andrew M. Babey, M. D. 
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Index To Dr. Andrew M. Babey’s Aphorisms 


Because of the widespread interest in Dr. Babey’s collections of Aphorisms and 
Memorabilia, the editors of SOUTHWESTERN MEDICINE are presenting annual 
indexes of the Aphorisms. 


Abdomen, Inspection of March 
Adolescence June 
Alcohol Nov. 
Alcoholism March 
Dec. 
Allergy April 
July 
Amzyloidosis July 
Anemia, Hemolytic July 
Anemia, Iron Ip July 
Anemia, Pernicious July 
Arthritis, Gonorrheal July 
Arthritis, Of Wrist Dec. 
Ascites, Due to Ovary March 
Asthma, Bronchial April 
Bacteremia, Causes of March 
Bacteria, In Colon July 
Barbiturates Oct. 
Dec. 
Bronchiectasis Dee. 
Brucellosis April 
Business, Importance of Nov. 
Cancer Oct. 
Cancer, Metastatic Dec. 
Cancer, Of Breast July 
Nov 
Cancer, Of Colon March 
Cancer, Of Prostate July 
Cancer, Pulmonary Oct, 
Cataract April 
Contentment April 
Cortisone Sept. 
Curiosity July 
Cushings Syndrome Sept. 
Diabetes Oct. 
Doctors April 
June 
Nov. 
Doctor and Practice Dec. 
Donors, Universal Nov. 
Dec. 
Drug, Reaction to July 
Ear April 
Eosinophilia March 
Epistaxis April 
Erythromycin July 
Feeding, By Tube Dec. 
Food, Potassium in Dec. 
Gangrene, Due to Gas Nov. 
Gout July 
Sept. 
Happiness Dec. 
Headaches July 
Hepatitis 7 May 
Hyperthyrodism Sept 
Hypopituitarism Oct. 
Hysterectomy, Subtotal Oct. 
Infarction, Pulmonary Dec, 
Impotence Oct. 
Isoimmunization Dec, 
Leucotomy Dec 
Leukemia Dec, 
Liver, Abscess of March 


Chlorophyll And Wound Healing. 


SURGERY 


> 


And Clinical Study 
Lam, C. R. & Brush, B. E., Am. ]. Surg. 


80:204, 1950 


INDEX 1954 


39, 40, 41 


28 

1 thru 18 
23 

19 

65 

17 

1, 5,6 
1,6, 7,8 
1 


53, 54, 55,60 


28, 34, 35 
40 

04 

23 

26 

3 

3 

14, 15, 18 
i thru 9, 17, 21, 22 
27 

10 thru 20 
21, 22, 23 


7, 8, 10, 11,12,13,17 


15 
20, 30 thru 37, 3 


1 thru 7 
1 

79 

33 


i thru 14 


Experimental 


Laboratory and clinical studies failed to demon- 
strate any therapeutic effect of chlorophyll in wound 


healing. 


Henry Ford Hosp. 


Clinical Clippings, October, 1950. 
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Liver, Diseases 
Acth 
Ascites 
Cirrhosis 


Coma In 
Liver, Pain In 
Love 
Menieres Disease 
Myasthenia Gravis 
Nephrosis 
Nephrosis, Lower Nephron 
Neurotic 
Neurotics 


Pain, Need of 
Partisanship 
Patient & Doctor 


Patients 

Pericardium, Effusion of 
Physical Examination 
Pleural Effusion 
Pneumonia 

Poisoning, Belladonna 
Poliomyelitis 


Polyeythemia 


Post Cholecystectomy, Syndrome 


Potassium, In Blood 
Primitive Impulses 
Prostatitis 


Purpura, Idiopathic T. 
P’yelonephritis 
ylephiebitis 

Red Cells, Counting 
Reformers 


Restraints 

Retirement 

Rheumatic Fever 
Rickettsiae 
Schizophrenia 

Science 

Skin, Sensitivity of 
Speeches 

Splenomegaly 

Sterility 

Stomach, Ulcer of 
Stones, Renal 
Subarachnoid Hemorrhage 
Subordinates 

Surgeon 

Surgery, Biliary Tract 
Temperature, Elevation of 
Thinking 
Thrombophlebitis 
Transfusion, Reaction to 
Truth 

Tuberculosis, Millary 
Tuberculosis, Of Bone 
Uleers, Varicose 
Urination, Frequency of 
Visceroptosis 

Welfare State 

“Yes Man” 


TUBERCULOSIS 


May 


March 
June 
Nov. 
lec. 
Sept 
Aug. 
June 
Nov 
Dec. 
Nov. 
Nov. 
June 


April 
July 
April 
Dec. 
Dec, 
Dec, 
Jan. 
Oct. 
July 
May 
Sept. 
Nov. 
Keb. 
Aug. 
July 
Feb, 
March 
July 
Nov. 
Dec. 
Dec, 
Oct. 
Sept. 
July 
June 


28 thru 31 
15 thru 18, 22, 23 
1, 19, 20, 21, 


1 

6 thru 14 

16 thru 37, 40 
16 


1 thru 15 

® thru 18 

18, 20, 21 
” 

3 


2,3 
thru 6 
13 thru 15 
14, 15 


° 
3 
1, 





86 thru 40 
10 
24, 25, 26 
8 


0, 31 
13 thru 46 


Aureomycin In The Treatment Of 
Tuberculosis 


Schwartz, W. S., et al., Am. Rev. Tuberc. 


61:875, 1950 


Aureomycin is apparently of no value in treat- 


ment of tuberculosis. 


Clinical Clippings, October, 1950. 
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Southwestern Medical Association Called Unique in Many Ways 


By CELso C. Srapp, M.D., Et Paso 


The Southwestern Medical Association, since its 
inception, has been dedicated to the dissemination of 
medical knowledge throughout the Southwest. We 
have been unique in many ways. 


There is no medical school within the bounds ter- 
ritorially of the area covered by the Association, which 
in itself gives the organization a more homogeneous 
make-up than most, with no one group trying to 
direct the entire membership. 

One of the distinct advantages lies in that the meet- 
ings are prepared to give everyone something to take 
home. It is distinctly noticeable at our meetings that 
there is a very Valuable forum of discussion between 
two and three doctors in the display areas exchanging 
their experiences and training. 

All schools of thought are represented among the 
membership, and therefore the invited speakers also 
represent all schools of thought on all subjects. There 
are no really large cities within the bounds of the 


Medical Abstract 


By LEONARD E. LauFe, M.D., 
AND JOHN J. McCarthy, Jr., M.D., 
PENNSYLVANIA M. J. 59:914 (AUuG.) 1956 


The authors used Estan*, an oral androgen-estrogen 
preparation, consisting of 5 mg. of methytestosterone 
and .25 mg. of dienestrol for successful suppression 
of lactation in 200 post-partum patients. 95.5 per 
cent effective results were obtained in one group. 

Therapy was usually begun on the first post- 
partum day. According to the report, the new Estan 
treatment consists of three tablets three times daily 
for the first two days, two tablets three times daily 
for the following two days, and one tablet three times 
for one day. This dosage schedule provided an early 
high blocking hormone level against production of 
lactogenic hormone while the tapered dose avoids 
withdrawal bleeding. 

There was no fluid restriction but use of brassieres 
or breast binders was recommended. When untoward 
effects appeared, in a few cases, they consisted of 
pain, engorgement, and lactorrhea. These usually 
occurred on the third or fourth day and subsided 
within 24 to 48 hours. Lactorrhea was usually pain 
less. No puerperal bleeding occurred. 
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Association, and there are an awful lot of bondocks 
between each community of our area. 


There is practically no professional overcrowding 
in the area. This binds us together as only South- 
western neighbors are bound, with friendship and 
kindred spirits being a strong moving factor in the 
social activities of our meetings. 


Traditionally each city holding the meeting tries 
to outdo previous meetings for good scientific and 
social program, This year is no exception, and I am 
sure that each of you will find that out for yourselves 
when you come to El Paso on October 9 - 11 for our 
next meeting. 


Arrangements are well under way and you can 
count on a busy and informative time. The Hotel Paso 
Del Norte will be the headquarters for the meeting. 
Plan to meet your friends and neighbors at the South- 
western Medical Association Meeting. 


Review of the literature and clinical experience 
indicate that this estrogenandrogen combination in 
the recommended schedule is highly effective in sup- 
pressing lactation. 


GASTROINTESTINAL DISEASE 
Aluminum Hydroxide And Magnesium 
Trisilicate Plus 
Mucin In The Treatment Of 125 Patients 
With Peptic Ulcer 
Hardt, L. L. & Steigmann, F., 

Am. ]. Digest. Dis. 17:195, 1950 


This well documented presentation concerns use 
of Mucotin in management of 125 patients with 
gastroduodenal ulcer. In addition to indicated anti- 
spasmodics, sedatives and regulatory diet, all patients 
received 2 to 4 Mucotin tablets one hour before and 
after meals and at bedtime. Night pain was controlled 
by Mucotin alone. All but 12 patients experienced 
relief of symptoms within seven to ten days. Food 
sensitivity as demonstrated by skin tests may have 
been responsible for negative results in these patients. 
Recurrence rate among patients who cooperated for 
periods of twelve and twenty-four months was 15 
and 18 per cent, respectively. 

Clinical Clippings, October, 1950. 
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The Radiological Teaching Film Library with Roentgenological 
Demonstration of Some Recent Cases 


By PETER ZANCA, COLONEL, MC, USA*, CHIEF, RADIOLOGICAL SERVICE, TOKYO ARMY HOsPITAL 


The practice of maintaining a radiological teaching 
film file is an accepted method for preserving and 
classifying roentgenograms of all interesting hospital 
cases. Kept current, the film library can be used to 
furnish useful, up to date records and information 
for quick review and demonstration of the rare, dif- 
ficult, complicated and most interesting medical and 
surgical cases, 


Teaching and non-teaching U.S. Army hospitals 
maintain some standard X-ray film filing system. The 
method for classifying and indexing disease and the 
procedures for maintaining a current film library 
varies from hospital to- hospital, in accordance with 
the local needs and available facilities. In some of the 
hospitals the selected X-ray films are filed following 
the Standard Nomenclature of Disease of the Ameri- 
can Medical Association. In other hospitals, the 
method for film filing is based on anatomic, physio- 
logic, radiologic or pathologic classifications of dis- 
ease. At the Tokyo Army Hospital, a numerigal and 
anatomical index filing system is used. 


Library Initiated 


The teaching film library was initiated at the Tokyo 
Army Hospital in November 1945, and presently con- 
tains a total of 825 film envelopes. 


Roentgenograms from this file have been resorted 
to for teaching of internes, for demonstrating cases at 
professional conferences, for review by those medical 
officers studying for their specialty board examina- 
tions, for reference and study in writing scientific 
papers, and for safeguarding those rare and unusual 
cases which may have historical interest. Normal and 
abnormal cases of all types are included in the radio- 
logical file. 


A list of some of the more interesting cases col- 
lected during 1954 and filed in the teaching film 
library of Tokyo Army Hospital are included in 
TABLE I. A brief description of these cases follows. 
Some of the cases herein described are being reported 
individually, in detail by various members of the hos- 
pital staff. 

*Tokyo Army Hospital 
8059th Army Unit, APO 500 


U.S. Army and U.S. Army Hospital, 
Ft. Dix, N. J. 


FEBRUARY, 1957 


Table I. 


Case _ 1. Hereditary multiple cartilaginous exos- 
toses with polyposis of the colon. 
Case 2. Leiomyomatosis of the esophagus. 
Case 3. Tetralogy of Fallot with dextrocardia 
and complete situs inversus. 
Case 4. Malignant teratoma of the mediastinum. 
Case 5. Herniation of the apex of the lung. 
Case 6, Retroperitoneal abscess of tuberculous 
origin. 
7. Chicken-pox pneumonia. 
8. Marfan’s disease with aortic stenosis and 
abdominal aortic aneurysm. 
Case 9. Pericardial cyst. 
Case 10. Syphilitic osteitis cranium and facial 
bones. 
Case 11. Hemorrhagic cyst of the kidney. 
Case 12. Artefact simulating calcified abdominal 
mass. 
Case 13. Hydronephrosis in bifid kidney. 
Case 14. Enormous staghorn calculus. 
Case 15. Horseshoe kidney with bilateral hydro- 
nephrosis. 
Case 16. Soft tissue tumor of ankle joint. 
Case 17. Acromegaly. 
Case 18. Multiple myeloma. 
Case 19. Bronchogenic cyst. 
Case 20. Anencephaly. 


Case 1.* E. S., a 40 year old white female was ad- 
mitted with a history of having lower abdominal pain 
for three months. She has had multiple exostoses of 
the long bones for many years. 


Case 
Case 


Sigmoidoscopy failed to reveal any evidence of 
polyp formation. 


Routine barium enema with double contrast air 
study of the colon revealed two (2) constant, smooth, 
rounded, radiolucent areas. Each measured approxi- 
mately 0.8 cm in diameter and involved the sigmoid 
colon. The remainder of the large bowel appeared 
normal. Fig. 1. 


Skeletal Survey 
Skeletal survey showed the skull to be normally 
developed, and there was no evidence of osseous 


*Case I has recently been reported in some detail in the U. 8. 
Armed Forces Medical Journal. 
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CASE I. Figure 1. Double contrast air study of 
colon demonstrating two (2) smooth round- 
ed polyps involving the sigmoidal flexure. 





CASE I. Figure 2. Multiple cartilaginous exos- 
toses involving the femora, tibiae, and fibulae. 
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pathology involving the cranium, facial bones, bones 
of the hands, feet or of the ribs. 


Multiple small and large sessile and pedunculated 
exostoses with cartilaginous tips are seen projecting 
into the soft tissues bilaterally on the diaphyseal side 
of the epiphyseal plates of the long bones. The tibiae, 
fibulae, radii, ulnae and femora are involved. The 
bony projections extend outward away from the ad- 
jacent joints. There is some deformity of the ends 
of the bones with widening but there is no evidence 
of shortening. Fig 2. An osteochondroma protruding 
laterally from the neural arches of L-4 and L-5 and 
a small sessile exostosis was seen involving the lateral 
margin of the right ilium. The roentgenological find- 
ings are characteristic of an hereditary multiple car- 
tilaginous exostoses. 


Colon Palpated 


At surgery, the colon Was palpated and no polyps 
could be felt except those in the sigmoid colon. One 
polyp was excised, a second was fulgurated with co- 
agulating current. 


Pathological report was adenomatous polyp, benign. 
Post-operative course was uneventful. 


Search was made of the available literature and no 
identical case report could be found. The closest as- 
sociated pathological condition is that of osteomatosis 
with polyposis of the colon! In the latter disease the 
osteomas are formed in membranous bone. In our 
case the exostoses have their origin in the cartilage 
cells of the epiphyseal plates. 


Case 2. C. S., a 22 year old white soldier had a 
routine chest film which revealed an abnormal den- 
sity in the right chest. The patient was completely 
asymptomatic. 


The PA, lateral and oblique views of the chest 
revealed a smooth, homogeneous, oval-shaped opacity 
measuring 5 x 9 cms in the posterior mediastinum 
which projected slightly to the right of the midline. 
The mass extended from the level of the 6th to the 
8th thoracic vertebrae. 


On barium swallow the esophagus was seen to be 
displaced posteriorly and to the right, and a compres- 
sion defect caused by the mediastinal mass was clearly 
observed. The involved portion of the esophagus had 
a lobulated appearance. Fig. 1. There was no inherent 
pulsation to the mass and a presumptive diagnosis of 
leiomyoma of the esophagus was made. 


Esophagoscopy 


Esophagoscopy showed no evidence of pathology 
of the mucosa and there was no narrowing of the 
esophagus at the level of the tumor. A thoracotomy 
was done and multiple leiomyomata were removed 
from the upper and middle thirds of the esophagus, 
leaving the mucosa intact with practically no mus- 
culature in this area. In all, twelve (12) lesions were 
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removed. Pathological diagnosis was leiomyomata of 
the esophagus. 


The patient made an uneventful recovery and was 
sent back to duty. 


Unusual Disease 


Leiomyomata constitutes an unusual disease condi- 
tion of the esophagus. The diagnosis has been made 
preoperatively in only fifteen (15) other cases. A 


CASE II. Figure 1. On the oblique view of the 
chest the esophagus is seen to be displaced 
posteriorly and to the right. Note lobulated 
contour of anterior border of the esophagus. 


presumptive, preoperative diagnosis of leiomyomata 
was made in.this case because’of the lobulated ap- 
pearance of the involved portion of the esophagus 
and because the mucosa of the esophagus was found 
to be intact on esophagoscopy. 


Case 3. L.C., a 2 month old white female was 
admitted to the hospital with cyanosis. She had club- 
bing of the fingers and toes and a soft systolic murmur 
was heard along the left sternal border in the 4th 
ICS. Cyanosis became worse and on the 39th day 
she became comatose and expired. 


The AP view of the chest and abdomen shows a 
dextrocardia with complete situs inversus of the gas- 
trointestinal tract. The apex of the heart*is rounded, 
the right ventricle is enlarged and the pulmonary ar- 
tery is hypoplastic. The lung fields are clear. The 
radiologic findings suggest the presence of Tetrology 
of Fallot with dextrocardia, Fig. 1. 
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Autopsy 


On autopsy the diagnosis of Tetrology of Fallot 
with dextrocardia and complete situs inversus was 
confirmed. The exact number of cases having this 
form of congenital heart disease with dextrocardia is 
unknown ; however, the presence of congenital cardiac 
defects in dextrocardia is not infrequent, and cases 
with septal defects, pulmonic stenosis and transposi- 
tion of the arterial trunks have been reported. 





CASE Ill, Figure 1. PA chest and abdominal 
film shows a dextrocardia with complete situs 
inversus of gastrointestinal tract. Cardiac con- 
figuration suggests presence of Tetrology of 
Fallot. 


Case 4. R. B., a 21 year old soldier was admitted 
to the hospital complaining of cough, exertional 
dyspnea and chest pain of 3 months’ duration, There 
was no vomiting, hemoptysis, dysphagia or hoarse- 
ness. The patient had lost thirty (30) pounds weight 
and had a persistently high temperature. On physical 
examination there was complete dullness of left lung 
anteriorly and of the lower two-thirds posteriorly. No 
rales were present. The right lung was not remark- 
able. The heart was shifted to the right and left bor- 
der of the heart was not demarcated. Sputum and 
smears were negative for acid-fast bacilli and for 
malignant cells. On repeated attempts to aspirate fluid 
from the left pleural space only 100 cc of yellow fluid 
was obtained. 


PA chest film shows a massive homogeneous den- 
sity which occupies practically the entire left lung 
field, obscures the costo-phrenic angle and causes a 
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shift of the mediastinal structures to the right. The 
right lung field is clear. Fig. 1. 

The lateral chest film showed the posterior costo- 
phrenic angle to be clear. 


Thoracotomy 
A thoracotomy was done and a large infiltrative 
tumor mass was encountered which was partially re- 
moved, The pathological report revealed a malignant 
teratoma, 





PA chest film shows mas- 
sive homogeneous density involving left lung 
field area which causes a shift of the media- 
Stinal structures to the right. 


CASE IV. Figure 1. 


A short time following surgery the patient expired. 


The diagnosis of mediastinal tumor mass rather 
than massive pleural effusion can be made in this case 
from the lateral chest film which demonstrated a clear 
pesterior costo-phrenic sulcus. 


Case 5. H. L., a 30 year old white soldier had 
a routine chest film taken because of persistent dry 
cough, The patient gave a history of having been in 
an automobile accident some ten years previously. 

On the routine chest film a slight shift of the 


trachea was noted, otherwise the chest was negative. 


A fluoroscopic examination was done and the radio- 
logist found that the apex of the right upper lobe 
projected above the clavicle. 
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CASE V. Figure 1. Lateral view of lower neck 
region demonstrates prolapse of the apex of 
the right upper lobe through thoracic inlet. 


A lateral view of the lower neck region was taken 
during the Valsalva experiment and a herniation or 
prolapse of the apex of the lung through the thoracic 
inlet on right side was clearly demonstrated. Fig. 1. 

A surgical repair was accomplished and the patient 
was returned to duty. 


Herniation of the lung constitutes one of the rarer 
complications following trauma. 


Case 6. H.T., a 33 year old Ethiopian officer 
was admitted to the hospital with a swelling of his 
left abdominal region which had been getting bigger 
for the past month, His general health was good and 
he had no other complaints. Laboratory work re- 
vealed a persistent elevated sedimentation rate and a 
+-+-+-+ Wasserman. Plain films of the abdomen 
were taken. A KUB, IVP and retrograde urographic 
examinations, GI series, barium enema and skeletal 
survey were done. Routine chest film was negative. 


Plain film of the abdomen revealed an opacity 
which occupied the entire left abdominal region which 
obscured the shadow of the kidney on this side and 
partially obliterated the psoas muscle shadow. No 
free intra-abdominal fluid could be demonstrated. 

The IVP examination showed satisfactory renal 
function bilaterally. However, on the left side the 
renal pelvis was displaced upward and was seen 
lying in a horizontal plane. The ureter on the left 
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CASE VI. Figure 1. Retrograde pyelographic 
examination with catheters in place demon- 
strate the marked medial displacement of the 
left ureter by the large intraabdominal mass. 


side was displaced medially beyond the middine of 
the abdomen. 


The retrograde pyelographic examination clearly 
demonstrated the deviated ureter and the displaced 
renal pelvis, Fig. 1. 


We were unable to dissociate the presence of a 
tumor mass originating from the inferior pole of the 
kidney. 


.Barium Enema 


The gastro-intestinal series and barium enema ex- 
aminations showed anterior displacement of small 
bowel loops and of the descending colon. This ob- 
servation suggested the presence of a retroperitoneal 
mass. 


Skeletal survey showed a destructive process be- 
tween T-12 and L-1 with narrowing of the disk in- 
terspace. This finding was consistent with spinal 
tuberculosis. There was no paravertebral abscess for- 
mation and the remainder of the skeleton was normal. 


An exploratory operation of the left flank was 
done and a large fluctuant tumor mass found. Three 
thousand (3000) cc of purulent material was re- 
moved and microscopic study revealed tuberculous 
abscess formation. 
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A Hibbs spinal fusion was done. The patient be- 
came ambulatory and was returned to Ethiopia. 


This case presented itself as a diagnostic problem, 
however, the presence of an associated Pott’s disease 
with retroperitoneal mass should suggest tuberculous 
abscess formation. 


Case 7. W.B., a 31 year old white soldier was 
admitted with a rash on his face and chest with chills 
and fever. On physical examination a maculopapular 
rash and vesicular lesions were seen on the back of 





CASE VII, Figure 1. Routine PA chest film 
shows a diffuse, mottled infiltration scattered 
throughout both lungs. 


his chest, upper arms, face, neck and —_ A few 
coarse rales were heard, otherwise remainder of the 
physical examination was not remarkable. 


A chest X-ray was taken which shows a diffuse, 
mottled infiltrate scattered throughout both lungs. 
Fig. 1. 


Sputums, smears and cultures for Tb bacilli were 
negative. The patient ran a low grade temperature 
during his ninety-five (95) day hospitalization period 
at which time he was discharged from the hospital. 
On discharge the chest X-ray film showed almost 
complete clearing of the infiltrative process. 


The X-ray findings in this case are characteristic 
of primary varicella pneumonia, We have seen two 
(2) cases of chicken pox pneumonia in the past year. 
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Case 8. D.D., a 2 year old white female had 
been diagnosed in various stateside hospitals as hav- 
ing Marfan’s syndrome. She had been admitted to 
the TAH at six (6) different times. On her last ad- 
mission her chief complaints were vomiting and 
fever. Past history revealed that she had been born 
at term. At birth a strabismus was present and she 
had skin contractures of the middle fingers bilaterally. 
Her fingers and toes were unusually long and spindle 
shaped. Her weight gain was slow. X-rays taken at 
the age of three (3) months demonstrated deformities 
of the skull and spine. At about one (1) year car- 
diac enlargement was noted; and on last admission 
she had a murmur over the aortic area. In addition 
a pulsating abdominal mass measuring 6 x 8 cms was 
palpated. 


Roentgenograms 
The following roentgenograms were taken: 


X-ray film shows the aortic arch to be dilated. The 
heart is boot-shaped and the left ventricle is enlarged 





CASE VIII. Figure 1. 


Note boot-shaped heart, 
a dilated aortic arch and enlargement of the 
left ventricle. There is no notching of the 
ribs, Partially calcified, well circumscribed, 
oval-shaped shadow in lower mid-abdominal 
region which extends from L-2 to L-5 lying 
in the retroperitoneal space is seen. 


The lung fields are clear and there is no evidence 
of notching of the ribs. Impression is that of con- 
genital heart disease with coarctation of the aorta. 


A large oval-shaped mass measuring 6 x 8 cms in 
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the mid-abdominal region extending from the levels 
of L-2 to L-5 was seen. There were streaks of calcium 
about the borders of the mass and the roentgeno- 
logical picture suggested the presence of an aneurysm 
of the abdominal aorta. Fig. 1. 


Films of the lower extremities showed elongation 
of femora, tibiae and fibulae and hyperflexion de- 
formities of the middle fingers. 


The patient was found dead in bed on the third 
hospital day. 


An autopsy was done and the pathological diag- 
nosis of Marfan’s syndrome and ruptured abdominal 
aortic aneurysm was made. In addition, aneurysm 
of the ascending aorta, hypertrophy left auricle and 
ventricle, coarctation of the aorta and severe athero- 
matosis of the aorta were present. Oxycephaly, arthro- 
gryposis and arachnodactly was also, found. 


Case 9. C. N., a 26 year old white soldier was 
admitted to the hospital because of a tumor mass 
which was seen on a routine chest film taken on ap- 
plication for Officers’ Candidate School. The pa- 
tient was entirely asymptomatic. 


The PA chest film shows an oval-shaped, smooth 
homogenecus tumor mass which measures 4 x 6 cms 
and which obliterates the left cardiophrenic angle. 
The tumor mass extends anteriorly to about 2 cms 
from the anterior chest wall. The remainder of the 
lung fields are clear and the cardiac silhouette is 
within normal limits. 


In a differential diagnosis the possibility of peri- 
cardial cyst, lipoma, teratoma or diaphragmatic tumor 
were considered, 


A thoracotomy on the left side was done and a 
mediastinal tumor mass was removed, The patho- 
logical report was that of pericardial cyst. The patient 
had an uneventful recovery. 


This case is interesting in that the location of an 
anterior mediastinal tumor mass can be made from 
the single PA chest film by the so-called ‘‘silhouette 
sign.” On this view, the shadow of the mass obliter- 
ates the cardiac border which indicates that the tumor 
lies anteriorly in the chest. 


Whenever a tumor shadow overlaps the border of 
the heart, the mass is assumed to be located posterior- 
ly in the mediastinum. A lateral view of the chest 
was taken and clearly shows the mediastinal mass 
lying anteriorly. 


Case 10. A.D., a 25 year old colored soldier 
was admitted to the hospital complaining of vertigo, 
headaches and of a soft tissue swelling involving the 
right side of the face and forehead. Physical exam- 
ination revealed an exophthalmos on the right side 
in addition to the soft tissue swelling of the face and 
forehead, otherwise the examination was negative. 
Alkaline phosphatase and calcium levels were normal. 
Two years previously the patient had been treated for 
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CASE X. Figure 1. Skull film shows a marked 
Sclerosis and thickening of the right frontal 
bone, sphenoid bone and malar bone result- 
ing in a deformity of the right orbit. 


a luetic infection with bismuth and mercury. This 
course of therapy was not completed and on admis- 
sion the patient had a ++ -+-+ Wasserman. 


Routine skull films were taken which revealed a 
condensing osteitis of the calvarium and of the facial 
bones particularly on the right side. Fig. 1. 


Massive doses of penicillin were given and the soft 
tissue swelling of the face and forehead completely 
cleared. Follow-up roentgenograms of the skyll were 
taken three months following this course of treatment 
and there was no demonstrable change in the sclerotic 
bony changes. 


This case was a diagnostic problem. Fibrous dys- 
plasia, juvenile Pagets’ disease, leontiasis ossea, menin- 
gioma, and chronic pyogenic osteomyelitis were con- 
sidered as possible cause of the disease process. 


The diagnosis of syphilitic osteitis in this case ap- 
pears to be consistent with the hjstory, physical find- 
ings and subsequent response to massive doses of 
penicillin. 


Case 11. J.P., a 24 year old white soldier was 
admitted to the hospital complaining of a dull ache 
in the left flank. Eight years previously the patient 
had injured his left kidney. 


A plain KUB film was taken which revealed the 
presence of an oval-shaped cyst measuring 6 x 61/, 
cms in the left upper quadrant overlying the kidney. 
The cyst-like mass has a calcific ring and centrally 
has a mottled or flaky calcification. The lateral view 
showed the retroperitoneal location of the cystic mass. 


On the IVP examination there was satisfactory ex- 
cretion of dye at 5 minutes. The collecting urinary 
system on the right side appeared normal. On the 
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left side dye was seen only in the inferior half of the 
collecting system. There was no dye in the cystic area 
and no dye was excreted from the superior pole of 
the kidney. 


Diagnosis made from the history and X-ray find- 
ings is that of hemorrhagic cys of the kidney. 


This patient refused surgery and was discharged 
from the hospital to a duty status. 


Case 12. R.S., a 31 year old white soldier was 
admitted to the hospital for medical observation for 
a suspected herniated nucleus pulposus. 


Roentgenograms of the lumbosacral spine were 
normal. 


On the plain KUB film a mottled, oval-shaped 
shadow of increased density measuring 7 x 71/, cms 
was seen in the right upper quadrant overlying the 


kidney. 


On the IVP examination the oval-shaped density 
was again seen, however, there was satisfactory ex- 
cretion of dye bilaterally and there was no distortion 
of the collecting urinary system on the right side. 


A retrograde pyelographic examination was done 
which failed to show any kidney abnormality. The 
previously described oval-shaped density was not seen 
on this examination. 


Further investigation revealed that a technical er- 
ror had been committed by the technicians and that 
some dye had been spilled on a towel which cast the 
oval-shaped shadow. 


Comparison with shadow produced by the hemor- 
rhagic cyst in previous case is interesting because of 
similarity of shadows. 


Case 13. A.A., a 23 year old soldier was admit- 
ted to the, hospital complaining of pain in the left 
flank. There were no urinary symptoms. 


A plain KUB film was taken and showed a smooth 
rounded homogeneous opacity measuring 8 cms in 
diameter overlying the upper pole of the left kidney. 
The lower half of the left kidney shadow appeared 
normal. The nature of the opacity was undetermined 
and the possibility of a phantom tumor mass was 
entertained. 


An aortogram was done which demonstrated a bifid 
pelvis and ureter on the right side. On the left side 
the super minor calyces were faintly visualized and 
the middle and lower calyces, pelvis and ureter ap- 
peared normal. 


The retrograde pyelographic examination demon- 
strated a bifid kidney pelvis on the left side with 
hydronephrosis of the upper collecting system. The 
lower half of the kidney and its collecting system 
appeared normal. 
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A nephro-ureterectomy of the upper left hydro- 
nephrotic bifid kidney was done and the patient made 
an uneventful recovery. 


Hydronephrosis is sometimes suggested on the 
plain KUB film and demonstrated by a shadow of 
increased density. In this case the shadow was smooth 
and rounded and simulated a tumor mass. 


Case 14, Patient, a 23 year old white soldier 
complained of dull ache in his left flank which con- 
tinued for 2 weeks duration. On palpation he could 
feel a hard stony mass. He had no urinary symptoms 
and was admitted to the hospital for work-up and 
evaluation. 


Plain KUB film demonstrated a huge staghorn 
calculus on the left side. 


On the IVP examination there was satisfactory 
excretion of dye from the right kidney. There was no 
function on the left side and the staghorn calculus 
is seen to occupy almost all of the kidney. 


A nephrectomy on the left side was done, the kid- 
ney was atrophic and the staghorn calculus weighed 
275 grains. 


This is one of the largest staghorn calculus ever 
seen by the operating urologist and by the author of 
this paper. 


Case 15. E.M., a 28 year old white soldier was 
admitted to the hospital complaining of flank pain, 
frequency, urgency, and nocturia. A G.U. work-up 
was done. 


The plain KUB film showed the right kidney 
outline to be normal. The left kidney shadow was 
not clearly demonstrated. 


IVP examination demonstrates the presence of a 
horseshoe kidney with bridging of the lower poles in 
the midline and bilateral hydronephrosis, The hydro- 
nephrosis apparently was due to a uretero-pelvic ob- 
struction. A translumbar aortogram was done which 
identified two large sets of renal vessels on both 
sides. The nephrogram subsequent to the aortogram 
visualized the kidneys and it was seen that the isthmus 
was of moderate size. No major vessels were seen 
approaching the isthmus. 


The isthmus was surgically divided, and the lower 
poles of kidneys rotated laterally and fixed in normal 
position. There was a ureteral pelvic obstruction on 
the right side which was treated by a von Lichtenberg 
type of pyeloplasty. No pyeloplasty was necessary on 
the left side. 


Post-operative course was uneventful and subse- 
quent IVP examination showed a decrease in the size 
of the hydronephrosis with excellent drainage. Asymp- 
tomatic the patient was returned to duty. 


Case 16. A.M., a 21 year old white soldier was 
admitted with a swelling of the medial and posterior 
aspect of the right ankle. The tumor mass had been 
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present for three months and was getting larger. The 
patient said that he injured his right ankle about three 
yeats previously at which time there was swelling 
which gradually subsided. On examination the tumor 
mass was slightly tender and fixed to the underlying 
structures and skin. It did not reduce in size on eleva- 
tion of the extremity. 


X-ray of the ankle shows a large, smooth, homo- 
geneous, oval-shaped soft tissue mass measuring 8 x 
12 cms about the medial and posterior aspects of the 
right ankle. There is no calcification in this mass 
and no bone or joint involvement can be identified. 
Fig. 1. The possibility of a synovioma was enter- 
tained. Chest was normal and skeletal survey was 
otherwise negative. 





CASE XVI, Figure 1. 


AP and lateral views of 
the right ankle show a large smooth, non-cal- 
cified, homogeneous soft tissue mass about 
the medial and posterior aspects of the ankle. 
No bone or joint involvement seen. 


The mass was surgically removed and microscopic 
examination revealed a pleomorphism of cells. There 
was a difference of opinion as to the exact type of 
tumor. Several members of the pathological staff 
were of the belief that the tumor was of sarcomatous 
origin; and, synovial sarcoma, fascial sarcoma and 
fibrosarcoma were considered. Benign giant-cell tu- 
mor, neurilemmoma and desmoplastic reaction were 
also entertained. 


The patient's post-operative course was uneventful 
and he was returned to duty with instructions for 
regular follow-up. 


Case 17. . E. T., a 36 year old white female was 
admitted to the hospital complaining of generalized 
weakness and recurrent abdominal pains of several 
months duration. Two weeks prior to admission she 
was told she had “acromegaly.” She had visual blur- 
ring but no loss of vision. There were no headaches. 
Amenorrhea for the past year, with no hot flashes, 
was present; and progressive enlargement of the 
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hands, feet, skull and face for several years was noted. 
Physical examination also noted a generalized increase 
in the body hair with slight male distribution. There 
was an upper dorsal kyphosis and scoliosis. 


Skull films revealed a marked enlargement of the 
sella turcica with erosion of the floor and thinning 
of the posterior clinoid processes. The AP diameter 
of the sella turcica measures 20 mms and the depth 
equals 15 mms. There is generalized thickening of 
the calvarium and an exaggeration of the vascular 
channels of the skull. The frontal sinuses are large. 
The mandible is not significantly prognothic. 


X-ray of the hands showed spade-like deformities 
with prominence of the tufts of the distal phalanges. 


Treatment Recommended 


The tumor board recommended treatment of the 
pituitary gland with external radiation. 


A plastic head cast was constructed, and, with 
markers and a back pointer five ports were mapped 
so that the X-ray beam could be precisely localized 
to the pituitary region. 


Using 200 KVP, 10 MA, 0.5 mm CU + 1.0 mm 
Al; 1.0 mm Cu HVL and 50 cm TSD, five (5) cm 
diameter circular ports were used, Port 1. right tem- 
poral, Port 2. left temporal, Port 3. anterior frontal, 
Port 4. middle frontal, Port 5. vertex. The patient 
was given a tumor dose of 2500 r in 30 days time. 


Upon completion of treatment she returned to her 
home station. 


Eight months following X-ray therapy the p4tient 
returned to the hospital for a check-up. At this time 
she had no complaints. The visual fields were normal 
and the abnormal soft tissue and bone growth was 
apparently arrested. 


Case 18. O. W., a 39 year old white female was 
admitted to the hospital with a history of progressive 
proptosis of the left eye of six weeks duration. Her 
general health was good. 


Roentgenograms of the skull and spot films of 
the left orbit revealed a destructive process involving 
the left frontal bone and the supraorbital ridge. Skele- 
tal survey otherwise was negative for bone pathology. 


A biopsy of the left frontal bone was done, and 
the pathological report was that of plasmocytoma. 
Sternal marrow puncture revealed numerous myeloma 
cells. 


This patient was considered to have multiple mye- 
loma and was treated with urethane. Following this 
type of therapy there was some recalcification of the 
involved areas in the frontal bone and supraorbital 
ridge. Her general condition showed slight improve- 
ment, Later she was given cortisone and died in six 
months time in congestive failure. 


This case is interesting in that the only roentgeno- 
logical findings were localized to the skull. 
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Case 19. P.S., a 6 year old white female was 
transferred to our hospital with a mediastinal tumor 
mass. She was completely asymptomatic and the tumor 
was found on a routine chest film. 


On the PA and lateral chest films a slightly lob- 
ulated oval-shaped homogeneous tumor mass measur- 
ing 3 x 6 cms and involving the superior and posterior 
mediastinum was seen. The tumor mass extends 
from the midline into the right hemithorax with its 
lateral border reaching the midzone of the lung field 
at the level of the 2nd rib anteriorly. Posteriorly the 
mass extends from the level of T-3 to T-6. The 
mediastinal structures are in the midline, the cardiac 
silhoutte is within normal limits and the lung fields 
are clear. 


On barium swallow the tumor mass was seen to 
produce an impression on the esophagus. 


Thoracotomy 


A thoracotomy was done and the mediastinal tumor 
mass was removed. Pathological report was that of 
a bronchogenic cyst. Patient had an uneventful re- 
covery. 


The diagnosis of mediastinal and pulmonary dis- 
ease in a child always poses a problem and many 
conditions must be considered in a differential diag- 
nosis. The following conditions were considered and 
ruled out in this case: 1, Paratracheal lymphadeno- 
pathy — tuberculous, lymphoma, sarcoid disease; 2. 
Bronchogenic cyst, enteric cyst, teratoma; 3. Enlarge- 
ment of the thymus gland; 4. Neuroblastoma; Mycotic 
disease; 6, Primary or metastatic tumor. 


Case 20. S. T., a 21 year old Japanese female had 
a routine plain film of the abdomen taken during 
her last month of pregnancy. 


The plain film shows a single intra-uterine preg- 
nancy in cephalic presentation. In place of the normal 
skull, a mass of bones are seen in the maternal pelvis. 
This is characteristic of an anencephaly. 


An anencephalic monster was delivered. 


We have seen three anencephalic monsters in the 
past year, and there are now four such cases in our 
teaching film library. 


Summary 


A series of recent, unusual and interesting, films 
taken from the radiological teaching film library of 
Tokyo Army Hospital have been presented. Some 
of these cases are being reported, individually and in 
detail, by various members of the hospital staff. 


The radiological teaching film file is readily avail- 
able in all U.S. Army hospitals. It is recommended 
that greater use of this library be made by all medical 
personnel. The film library not only preserves X-ray 
films but furnishes records and information for quick 
and efficient review of the most interesting re in- 
structive hospital cases seen through the years. 
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Further Comments on the Treatment of Poisonous 


Animal Injuries 
By FREDERICK A. SHANNON, M. D., WICKENBURG, ARIZONA 


A rather puzzling publication in the pages of South- 
western Medicine, constituting a plea tor better man- 
agement of poisonous ahimal injuries, has recently 
appeared under the signature of Dr. Robert J. Antos.' 
Although published under “Original Articles,” the 
only contribution of an original nature was the tabula- 
tion of pain medications given by different Arizona 
physicians to 96 victims of poisoning from black 
widow spiders, scorpions, or ‘other poisonous ani- 
mals,” presumably arthropods. Sedatives, calcium 
Salts, anwtoistamines, and cortisone are mentioned as 
being used in the treatment of 35 other cases of ar- 
thropod poisoning. 

These data, as they stand, are of little value, as 
no mention is made of the per cent of fatalities, 
whether other treatments were combined with the 
above sedatives and analgesics, or whether the 24 
injuries supposedly involving scorpion stings were 
inflicted by the large number of relatively innocuous 
scorpions found jn the state or by the more venomous 
Centruroides sculpturatus. Dr. Antos opines only that 
meperidine and morphine should not have been used. 
In the lack ct any cata concerning morbidity, this 
opinion may be removed from objective consideration 
and be classified as highly personal in nature. 


First Sentence Quoted 

The first sentence in Dr. Antos’ article states that: 
“The currently accepted methods of treating bites or 
stings of poisonous animals evolves around two prin- 
ciples: The relief of pain and sedation.” Most physi- 
cians would agree that the treatment of animal en- 
venomization revolves around neutralizing and re- 
moving or delaying the absorption of venom and that 
relicf of pain ana sedation are secondary considera- 
tions. I for one certainly do not send my snakebite 
victims home after giving them morphine and Equa- 
nil.® 


Opinions Rehashed 

The remainder of Dr. Antos’ article consists of 
rehashing Professor Stahnke’s? opinions concerning 
the use of cryotherapy in the treatment of animal 
envenomization. Dr. Antos states that the LD 50 of 
snake venom is greatly lowered for experimental 
animals if meperidine is used in the treatment. The 
only authority cited for this rather questionable state- 
ment is ‘personal observations of Prof. Stahnke.” 
There is nothing in the medical literature based on 
animal experimentation to show that this is true. 

Prof. Stahnke has published data* purporting to 
show that meperidine exerts a synergistic effect with 
the venom of the scorpion, C. sculpturatus. The 
author has offered a criticism* concluding that Stahn- 
ke’s data proved nothing, as he gave overwhelming 
doses of meperidine to lethally or sublethally en- 
venomized rats. Prof. Stahnke has published a more 
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refined reiteration of the same principle.® The author 
has in press a criticism of this. based upon rather simi- 
lar objections. 

Rebuttal Offered 

Dr. Antos offers a rebuttal to ‘‘several loud out- 

cries” against the use of cryotherapy by claiming that: 

1) The chilling of the body prior to surgery is 
now an accepted procedure. 

2) The freezing of the skin to stony white hard- 
ness for skin planning [sic] or abrasion is 
now an accepted procedure. 

3) The exposure of animal tissues to freezing 
temperatures (ice¥water & CO2z snow) both 
with and without tourniquets or other cir- 
culatory obstructions, did not in our hands, 
produce more than temporary injury of the 
nature of a first, or mild second degree 
BUR...” 


No Antecedents 

Inasmuch as Dr. Antos offered no antecedents, and 
since most of his rebuttal is apparently directed against 
my protests®, it would be well to clarify just what 
his three points were before answering the rebuttal. 
In the pages of this journal (/b/d.) I have previously 
objected vigorously to proposals of Prof. Stahnke that 
a snake-bitten extremity have a bone-tight tourniquet 
placed around it and kept there until the extremity 
had been immersed in ice water for five minutes. 

The naked extremity, according to Stahnke, was 
then to be kept immersed in this concoction for 14-20 
hours or longer, during which time the surface tem- 
perature of the extremity would drop to 4-7° C. I 
pointed out that adequate proof was available from 
army records that thousands of cases of immersion 
extremity had resulted from exposure to cold water. 
I also pointed out that freezing of the superficial tis- 
sues with ethyl chloride for 30 minutes was dan- 
gerous to these tissues and that such treatment was 
utterly futile for bites of rattlesnakes, as the freezing 
was not deep enough to slow the action of the venom. 


Interesting Point 

Dr. Antos’ first point is interesting and true, but 
it has nothing ts co with the subject. 1 have repeated- 
ly pointed out in lectures and even stated in the May, 
1956, issue of Wildlife Sportsman’ that the practice 
of chilling the human body to a temperature of 75 
degrees for two or three hours for surgery has nothing 
in common with lowering the temperature to 4-7° C. 
for 14 hours. As is well known, heat may be bene- 
ficial for certain forms of cellulitis in a hand, but 
no one would suggest boiling the extremity in oil. 


Second Point 
Dr. Antos’ second point again suffers in com- 
parative values. Nearly every physician uses ethyl 
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chloride in his office for temporarily freezing tissues 
preparatory to minor surgical procedures. Continued 
application of ethyl chloride to the point of frost 
formation is not maintained for one-half hour. The 
author chose the relatively avascular area of the left 
ankle to try the latter treatment. The area involved 
was just posterior and superior to the medial mal- 
leolus, well within the range of a striking snake. 

I did not quite have the courage to use the area of 
the medial malleolus itself, as it is even more avas- 
cular. Even so, considerable skin sloughing occurred 
in a circle with a diameter of three inches, and one 
draining sinus was open for three weeks. The de- 
pilatory effects were complete and have been main- 
tained for over two years. The scar was not sensitive 
to tactile stimuli for more than six months. It is for- 
tunate that the additional ischemia of the powerful 
enzymatic rattlesnake proteolysins were not present. 


Third Observation 

The third observation of Dr. Antos is simply 
contrary to fact. The author did see slides of one of 
Prof. Stahnke’s cats that had suffered a gangrenous 
slough following ice treatment after the injection of 
venom. Allen* found that refrigeration retarded the 
local destructive action of venom, but after tourniquet 
release and cessation of refrigeration the “seemingly 
normal tissues near the injection site begin to turn 
dark, and after several hours the gangrene is as ex- 
tensive as in untreated animals, or even more ex- 
tensive.”” He concludes that ‘Local refrigeration is 
of no practical value, unless sometimes as an anesthe- 
tic.” 


Cryotherapy Rejected , 

Wood? rejects cryotherapy Zn foto” and bases part 
of his objections on Stahnke’s own data. Wood noted 
that in 200 cases of poisonous snakebite in Virginia, 
only four instances of sloughing occurred. He notes 
“Persisting edema, delayed wound healing, wound 
abscess, and sloughing ...’’ were present in the six 
cases of snakebite reported by Stahnke* as receiving 
some form of cryotherapy. Wood feels that the six 
cases treated by the Stahnke method had a course less 
satisfactory than similarly envenomized patients in 
Virginia treated by other methods. 

He reports on a case receiving cryotherapy in which 
the use of the cold did not delay absorption of the 
venom, and ‘‘the patient stated that in his opinion 
he had far greater suffering with this new method 
than he had had in his two accidents” which were 
treated by Jackson’s!® mechanical methods. Wood's 
findings that cryotherapy failed to delay absorption 
are similar to mine.® 

The more painful aftermath of the ice treatment 
is similar to that suffered by individuals in Tucson 
and San Antonio treated by cryotherapy. The author™ 
mentions a case of a man suffering 50 per cent dis- 
ability of his arm from immersion extremity sustained 
as a result of eight hours’ exposure to ice water fol- 
lowing a spider bite. A case of snake bite being 
treated with cryotherapy in the Maricopa County 
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Hospital, Phoenix, in August of 1956 had extensive 
pedal gangrene on an area of perhaps nine square 
inches. 


Bit of Humor 

A bit of humor was injected into Dr. Antos’ article 
with the observation that ‘Dr. Stahnke and his work- 
ers went even further and immersed rat tails in ice 
water at the freezing point for periods of a week or 
more, and the animals displayed no tissue necrosis.” 
As early as December of 1954, before the Interna- 
tional Symposium on Animal Venoms at Berkeley, 
California, and in the presence of Professor Stahnke, 
I stated": ‘A warning should be advanced that fur- 
ther experiments with the usual laboratory animals 
are useless and dangerous. It is possible to submerge 
a whole alligator under cold water all winter with no 
deleterious effects. 

Rats’ tails and cats’ feet may be subjected to in- 
clement weather for long periods of time, but is un- 
derstood that a barefooted man could not be subjected 
to the same treatment with equal impunity.” Even 
Dr. Antos’ conclusions on Prof, Stahnke’s rats’ tails 
do net coincide with mine. Furthermore, I heard, 
from a worker in the experiment, that sloughing did 
eventually occur. If so, Prof: Stahnke as well as my- 
self must have been surprised. Not so Prof. Durwood 
Allen’? who reports that shortening of animal tails 
does occur in extremely cold weather. This does not 
alter the fact that immersion extremity as such has 
been produced in no animal except the human. 

In view of the above, reports concerning damage 
from ice water and the failure of same to alter the 
course of the poisoning render a priori Dr. Antos’ 
statement: “would it not be better to have a little 
scar than suffer a death? Would they condemn vac- 
cination or removal of skin for grafting just because 
they produce tissue damage? I think not!” I think 
not, too, if Dr. Antos’ queries were not argumentum 
ad verecundium. 1 might add that most victims of 
snake bite recover, even if no treatment is instigated. 
And usually minus tissue sloughs. 


Conclusion 

In conclusion it may be stated that the opposition 
to cryotherapy is not the incantations of witch doctors 
against a modern Semmelweiss. It is the tried and 
proved methods of a Dudley Jackson combined with 
judicious use of antivenin and other ‘supportive mea- 
sures as opposed to an inadequately worked out 
method of demonstrable harm. Dr. Antos has taken 
data obtained from the use of notoriously cold-re- 
sistant laboratory animals and has injudiciously trans- 
ferred it in the name of cryotherapy to equally noto- 
riously cold-sensitive bipeds. 

The consequences have frequently proved to be 
disastrous. Cryotherapy would be at best only an 
adjunct to more necessary supportive measures, Pro- 
longed exposure to cool, not necessarily even cold, 
water has proved, under natural field conditions, to 
have resulted in so many cases of immersion extremity 
that army physicians have had to be specially trained 

(Continued on Page 122) 
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MEETINGS 








Texas Medical Association President 


To Address District One Meeting 


Dr. M. O. Rouse of Dallas, president of the Texas 
Medical Association, will be the principal speaker 
at the annual meeting of District One of the Texas 
Medical Association in Pecos Tuesday, Feb. 12. 


Also to address the organization will be Lincoln 
Williston of Austin, executive secretary of the Texas 
Medical Association. The meeting will be held in 
the Pecos Valley Country Club with registration be- 
ginning at 9:30 a.m. 

The complete program is as follows, according to 
Dr. E. W. Schmidt, president: 


10:00 Dr. Willard W. Schuessler, El Paso, 
“The Management of Acute Trauma’’. 


Dr. Lincoln Williston. 


Dr. R. F. Boverie, El Paso, “The Use 
of X-Ray in Gynecology’’. 


10:45 
11:00 


Luncheon for Doctors and Wives at Coun- 
try Club with Dr. Rouse as guest speaker. 


Dr. J. E. Miller, Dallas, and Dr. John 
Goode, Dallas, “Cancer of the Thy- 
roid”, a panel discussion. 


12:00 


2:00 


3:30 Presentation of case and discussion by the 
El Paso County Medical Society’s Tumor 


Clinic. 


4:30 Dr. Willard W. Schuessler, El Paso, 
“Scalp Defects’. 


5:00 Business Meeting. 


There will be a ladies’ tea and meeting to follow 
the noon luncheon. At 7:30 p. m. there will be cock- 
tails and buffet luncheon in the Pecos Valley Country 
Club. 


Other officers of the organization are Dr. H. D. 
Garrett, El Paso, vice-president, and Dr. John P. 
Dunn, Pecos, secretary-treasurer. 


AMEBIASIS 
Treatment Of Amebiasis With Bacitracin 
Most, H., et al., ].A.M.A. 143:792, 1950 
Parasitologic and clinical response to oral bacitracin 
therapy occurred in the majority of 51 patients with 
amebiasis of varying severity. ‘Use of this antibiotic 
alone or in combination with other amebicidal drugs 
should materially increase the probability of cure in 
any given case.” 
N. Y. U. College Med. & 
N. Y. Med. Clin., V. A. 


Clinical Clippings, October, 1950, 
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International College of Surgeons to Hold 
Tenth International Congress in Mexico 


City, February 24-28 


The International College of Surgeons extends a 
cordial invitation to all physicians, medical personnel 
and their friends to attend its Tenth International 
Congress in Mexico City, February 24-28. 

The meeting is being held at the invitation of His 
Excellency Don Adolfo Ruiz Cortines, President of 
Mexico. It will combine an excellent scientific pro- 
gram by outstanding surgeons of the world with an 
opportunity to enjoy the show places of Mexico. 


Four days will be devpted tothe scientific pro- 
gram, to be presented at the University of Mexico. 
This will cover all phases of surgery. Blocks of rooms 
have been set aside in Mexico City’s finest hotels for 
those attending. Social functions have been scheduled. 
For those who wish to see something of the country, 
two post-congress tours have been arranged. 


In view of the large attendance which is expected, 
and the shortness of time, reservations should be 
made at once. To simplify the making of arrange- 
ments, the International Travel Service, Inc., Palmer 
House, Chicago 3, Ill., has been chosen to handle 
registrations for the congress, hotel reservations and 
travel. Inquiries for further information should be 
directed to the International Travel Service, Inc. 





Coming Meetings 


District One, Texas Medical Association, Pecos, 
Texas, Feb. 12. 

International College of Surgeons, 10th Inter- 
national Congress, Mexico City, February 24-28. 

Temple Div., Univ. of Texas, Temple, Texas, 
March 4, 5, 6. 

American Academy of General Practice Scienti- 
fic Assembly, March 25-28, 1957, in Kiel Audi- 
torium, St. Louis. 

Texas Medical Association, 90th Annual Session, 
April 27 - May 1, 1957, Dallas. Headquarters, 
Baker and Adolphus Hotels. Headquarters, Wo- 
man’s Auxiliary, Statler Hilton Hotel. 

New Mexico Medical Society, May 15, 16, 17, 
1957, in La Fonda Hotel, Santa Fe. 

District 8, American College of Obstetrics and 
Gynecology, Reno, Nevada, May 27 & 28. 

American Fracture Association, September 30, 
October 1 and 2, 1957, in El Paso. Dr. W. 
Compere Basom is in charge of arrangements. 

Southwestern Medical Association, October 9, 
10, 11, 1957, in El Paso. 
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MONTHLY CLINICAL PATHOLOGICAL CONFERENCE 


EL PASO GENERAL HOSPITAL 





December 20, 1956 





FREDERICK P. BORNSTEIN, M. D., Epirorn — Case No. 722 
PRESENTATION OF CASE BY Dr. Victor BLANCO 


History — Dr. M. Nathan Kleban: 


A 51 year old Latin-American domestic worker 
entered El Paso General Hospital on September 30, 
1956 because of abdominal pain and died on October 
3, 1956. 


Five days before admission the patient was waken- 
ed from sleep by severe knife-like epigastric and right 
upper abdominal quadrant pain which persisted in- 
termittently until admission. 


Vomiting occurred initially simultaneously with or 
subsequent to the onset of pain and thereafter im- 
mediately following ingestion of food or drink. The 
patient noted vigorous peristalsis. 


The night before the day of admission there was 
a bowel movement of normal color and consistency. 
Information relating to past abdominal distress or 
to other symptoms is not recorded. 


Physical Examination: 


Admission temperature was 99.4, rose to 101.2 on 
the second and third days. Pulse was 120, regular; 
respirations were 28 and deep. Blood pressure was 
110/80. 


The positive recorded physical findings are: obes- 
ity; dryness of mouth; abdominal distention; in- 
creased peristaltic sounds (pitch, whether appearing 
with intensification of pain, and of what duration 
are not stated) ; epigastric and right upper quadrant 
tenderness; rebound tenderness thought to be present 
on admission; facial hirsutism. 


Hospital Course: 


The working admission diagnosis was mechanical in- 
testinal obstruction. A Miller-Abbott tube was passed 
and a rectal tube inserted. Intravenous fluids and 
electrolytes consisted of: 500 cc. Ringer’s Lactate 
during the first 24 hours; 2000 cc. 10 per cent invert 
sugar ; 40 meq potassium; 2000 cc. 5 per cent glucose 
/D.W.; 750 cc. M/6 Lactate during the remainder 
of her hospital stay. 


The only measured output of urine was 350 cc. 
on the last day. Twenty units regular insulin were 
given on the third and 25 units on the fourth day. 
Dramamine was given for nausea. Brownish fecal 
material was passed by rectal tube about 15 hours 
after admission. 


The patient’s condition was described as fair with 
no complaints for about 32 hours, when a large 
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amount of fecal material began to drain from the 
Miller-Abbott tube, followed by a complaint of ab- 
dominal burning distress. 


Fecal Material 


Four hours later 300 cc. of fecal material appeared 
from the Miller-Abbott tube (the location of the tip 
of the tube was not checked by fluoroscopy). Forty- 
four hours after admission the surgical consultant 
noted that the patient’s abdomen was soft, bowel 
sounds were present, that she was dehydrated and 
that she reported that she was passing rectal flatus. 


Castor Oil 


Fifty-two hours after admission two ounces of 
castor oil were given in preparation for a barium 
enema. Four hours later the patient was described 
as being clammy and restless, for which she received 
seconal., 


She became confused, was given a tap water enema, 
at which time her blood pressure had dropped to 
80/60, and an hour later to an unobtainable level. 
Levophed was started, but the patient remained in 
shock. 


Surgical Opinion 


The surgical consultant expressed the opinion that 
the patient had ileus secondary to uremia, The pa- 
tient was seen by a medical consultant who was said 
to feel that surgery should not be done until the 
shock had been corrected. The patient died about 
78 hours after admission. 


Laboratory: 


X-ray, abdominal, on admission: ‘Upright radio- 
graphic examination of the abdomen reveals con- 
siderable small bowel gas present consistent with 
mechanical obstruction. Gas cannot be definitely iden- 
tified in the large bowel. There are also changes 
consistent with a peritonitis or fluid’’. 


September 30: Urine: yellow, clear, acid, 1.026, 
albumin negative, sugar 4+, acetone negative. V. D. 
R. L. negative. WBC 8,000; hematocrit 46; hb. 15.1 
gms; segs. 59, lymph. 41. Chloride 77 meq/L. 


October 1: Fasting blood sugar 392 mg.% 


October 2: COz2z combining power 16.4 meq/L; 
chloride 106 meq/L; potassium 5.5 meq/L; sodium 
157 meq/L. 
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October 3: blood urea nitrogen 54.5 mg.% ; COz 
combining power 19 meq/L; chlorides 71 meq/L. 


X-Ray Discussion — Dr. Vincent M. Ravel: 


This is a survey film of the abdomen which was 
taken on the patient on the day of admission. The 
striking feature of this film of course is the marked 
distenticn of what are primarily small loops of bowel. 
This is consistent with a mechanical type of obstruc- 
tion. I am unable to identify any gas in the large 
bowel. 


No Significant Opacities 


There are no significant opacities of a nature which 
woud suggest biliary or renal calculi. There is a 
phlebolith in the pelvis. The preperitoneal fat line 
and pscas shadows cannot be identified. This of 
course is significant as to whether an intraperitoneal 
or intra-abdominal effusion or ascites is present. 
The lumbar spine and pelvis reveal the usual degen- 
erative changes that are seen in a patient of this age. 


Mechanical Obstruction 


We certainly have a mechanical type of cbstruc- 
tion and very pcssibly peritonitis or intraperitcneal 
effusion. One of the lesions, which must be con- 
si’e-ed, is a fulminating pancreatitis, We don’t have 
any real radiographic evidence of rupture of any 
hcllow viscus. 


Differential Diagnosis — Dr. Victor Blanco: 


This is the case of a 51-year-old woman who was 
admitted to the hospital September 30, 1956 because 
of abdominal pain. She died three days after admis- 
sion. Five days before the admission the patient 
was awakened from her sleep by severe, knife-like 
epigastric and right upper quadrant pain which per- 
sisted intermittently until her admission. 


This could very well have been a perforated duo- 
denal ulcer with peritonitis, and adynamic ileus, or 
prebably an attack of acute cholecystitis which may 
also give symptoms similar to those of the patient. 
On X-rays, there was no air under the diaphragm 
but this does not exclude this possibility entirely. 
Vomiting persisted after the initial bout with the in- 
gestion of food or drink. 


The admitting examiner noticed vigorous peristal- 
sis. The patient also had a normal bowel movemen: 
the night before her admission. This may or may 
not be of diagnostic value. The history that was 
written on this patient is practically the same as the 
admission notes. There was no further history taken 
on her, and there was no physical examination noted. 
In the protocol it is mentioned that the patient had 
rebcund tenderness. 
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Working Diagnosis 


A working diagnosis of mechanical obstruction was 
mace. A Miller-Abbott tube was passed and 500 cc. 
of Lactate Ringer’s were given intravenously. The 
chlorides were 77 meq/L and 3000 cc. of 5 per cent 
glucose in water were ordered for the next 24 hours. 
One cf these liters was later changed to a liter of 
Isolite. The blood sugar was reported to be 392 mg. 
per 100 cc, and no record was made as to when the 
blood was drawn or as to whether it was before or 
after glucose was given intravenously. 


Fructose in Saline 


The patient was later given 1000 cc. of 10 per 
cent fructose in normal saline with 40 meq/L of 
potassium chloride and other fluids. Fractional urines 
were ordered and regular insulin, 20 units were given 
on Oct. 2 and 15 units and 10 units were given at 
different times on the following cay. The patient 
continued to pass fecal material through the Miller- 
Abbott tube and 44 hours after her admission the 
patient's abdomen was soft, she had good bowel 
sounds and she had stated she haa passed flatus per 
rectum. 


Patient Dehydrated 


It was also noted that she was very dehydrated; 
e'ectrolytes were ordered, and more fluids. Fifty two 
hours after acmission the patient was given two 
ounces of caster oil, in preparation for a barium 
enema, Four hours later the patient became clammy 
aad restless. A medical consultant was called in fer 
her diabetes on Oct. 2 and he advised that no sur- 
gery should be done on her until the shock was cor- 
rected. She expired 78 hours after her admission. 


Small Bowel Obstruction 


Now I consider this case as a case of intestinal ob- 
struction, possibly of the lower small bowel. In a 
mechanical obstruction of this sort you have to con- 
sider adhesions or possible congenital bands. Of 
course the latter are excluded because of the patient's 
age. They are usually found in early life or child- 
hood. 


The patient did not have any scars, which is what 
we look for in making a diagnosis of mechanical ob- 
struction from adhesions. She had no external hernias 
— another cause for small bowel obstruction. It was 
not mentioned in the history or the physical examina- 
tion whether or not she had any hernias. I took it 
for granted that she didn’t. 


Neoplasms Excluded 


I excluded neoplasms because we know from the 
history that the patient did not have any trouble prior 
to the five days when she became sick. There is no 
history of the patient ever having intermittent bouts 
of obstruction, blood in the stools or any other dys- 
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peptic symptoms. Of course we cannot rule out 
malignancy entirely, as I said, because there were no 
diagnostic procedures undertaken to make this diag- 
nosis. 


Volvulus Considered 


Volvulus could very well come into the picture 
here except that the X-ray does not show any definite 
loop of bowel that would signify a volvulus. In 
intussusception usually the patients have hematemesis 
and/or rectal bleeding, although these findings are 
not constant. The patient had no palpable tumors in 
the abdomen, or none were recorded. The pain is 
very similar to the one she had, colicky pel inter- 
mittent. 


Mesenteric Thrombosis 


Mesenteric thrombosis affects males more often 
than females. Mostly they have associated illnesses 
such as heart disease, with auricular fibrillation or 
arteriosclerosis which may precipitate mesenteric 
thrombosis. It is more apt to occur in middle age 
such as hers, although the pain is more constant and 
is not intermittent in type. 


Gall Stone Ileus 


Now lastly, 1 consider gall stone ileus which is 
another common type of small bowel obstruction. It 
has to be considered in the patients in the older age 
groups, especially if they have had symptoms of hav- 
ing gall stones, etc. 


The gall stone usually lodges in the lumen of the 
terminal portion of the small bowel, that is the ileum; 
and you have a triad of findings, of distention’of the 
small bowel, gall stone in the lumen of the small 
bowel, usually in the terminal ileum, and air in the 
biliary tree. 


Well, in looking at these pictures, we see no air 
in the biliary tree and we see no gall stone. I did not 
consider any large bowel obstruction because there 
were no symptoms of a large bowel obstruction. 


Dr. F. P. Bornstein: 


Thank you, Dr. Blanco. I would like to ask a 
question of Dr. Ravel. From this X-ray picture which 
was taken on the first day, you have the impression 
that there is a mechanical obstruction. 


Dr. Ravel: 


The diagnosis of mechanical obstruction of course 
depends upon the identification of small bowel air 
without any significant or any visualized gas in the 
large bowel, and I can not identify gas in the large 
bowel, so our findings were consistent with a, small 
bowel obstruction. 


It could have been an ileus, let us say just an 
adynamic ileus, but 1 would like to be able to say 
that there was large bowel gas before I would com- 
mit myself to an adynamic type of ileus. 
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Dr. Bornstein: 


Now here is a question I would like to raise. May- 
be Dr. Webb can help me out. Dr. Webb, if you 
have a patient who on the first day has evidence 
strongly suggestive of a small bowel obstruction, 
what are the indications or contra-indications for sur- 
gery? Do you think this patient should have been 
operated? If not, what are the indications for wait- 
ing? This has come up repeatedly and I think we 
ought to clarify that point in some way. What are 
the indications of abdominal surgery if we are faced 
with such a problem? 


Dr. Charles Webb: 


Well, I feel if you have a case of small bowel ob- 
struction it should be operated early. You might take 
a little time to try to pass a long tube, that is, get it 
started, but not wait for it to do a decompression. 
As soon as the patient is in condition, I think any 
suspected small bowel obstruction should be operated. 


Dr. Ward Evans: 


I would like to comment that first this patient ap- 
parently had a mechanical small bowel obstruction 
judging from the protocol and also had tenderness 
in the right upper quadrant. Obstruction associated 
with abdominal tenderness usually, or very often, 
goes along with the strangulated type of obstruction. 


Whenever you have a strangulated obstruction, be 
it due to an internal hernia or volvulus or what, early 
surgery is more urgent than in the ordinary simple 
mechanical obstruction where you can take a little 
time to get the patient into better shape. The other 
possibility is that this is an adynamic ileus associated 
with an acute cholecystitis. 


Dr. Jack Postlewaite: 


I was just making some remarks, to myself, thank 
goodness. The possibility that we are dealing with a 
medical or surgical lesion must be kept in mind as 
to the approach here. 


We mustn't forget that this lady apparently re- 
—_ to long tube intubation — responded except 
or her fluid balance. The question comes to mind, 
what did she lose through the tube? You will notice 
that her CO? combining power was low on admission 
and remained low in spite of parenteral therapy, also 
that her blood urea nitrogen increased, apparently 
with a renal shut-down which was recorded and that 
her chlorides remained low. 


Now the interesting thing is that potassium was 
replaced with good cause if this is small bowel ob- 
struction alone. However, her potassium is reported 
as normal and on the urinalysis it was an acid urine. 


Therefore I think this could well be a metabolic 
death or fluid death, the end result of collapse per- 
haps being some accident with the castor oil, but not 
necessarily so. It merely precipitated the electrolyte 


Page 121 















































wr: 








abnormalities and created the irreversible shock situa- 
tion. 

One wonders then if potassium was replaced ade- 
quately because the hypocalemic alkalosis does not 
reflect itself in the urine as an alkaline urine, but 
as an acid urine which is reported here. It may be 
that fluid replacement was not adequate to carry 
this patient to where optimum surgical intervention 
could have been had. However, the argument holds 
that a small bowel obstruction is a surgical emergency. 


Dr. W. R. Gaddis: 

As far as I’m concerned I think that this patient 
left us in an untimely manner because of an unwar- 
ranted examination, not because our quest for know- 
ledge is bad, but because we aren’t interested probably 
in the condition of our patient at the time we think 
about the examination. There was no cause to ex- 
amine this patient by barium enema. As far as any- 
one could determine this was small bowel obstruc- 
tion. 


The patient was given routine preparation for 
barium enema study and upon receipt of the very ir- 
ritating substances which are contained in castor oil, 
with the increased motility and force of action of the 
bowel, a blow-out occurred or was enlarged and the 
patient died of an overwhelming peritonitis. 

I feel sure that along with Dr. Postlewaite’s diag- 
nosis of fluid imbalance that we have very adequate 
evidence that this patient might have gone along in 
a satisfactory manner if another approach had been 
taken. 


Dr. Ravel: 

I want to comment a little bit about that prepara- 
tion for the barium enema. Those of us who have 
recommended castor oil for the use in preparation 
for a barium enema are well aware that ricinic acid 
has no effect whatsoever on the small bowel, that 
peristalsis in the jejunum and the ileum is unaffected, 
that it is only when this ricinic acid reaches the colon 
that there is any evidence of hyperperistalsis. 

This has been shown many times by studies where 
barium with castor oil has been given, and nothing 
happened to the small bowel pharmacologically as a 
result of the castor oil, and so if there was a perfora- 
tion, it was not due to the castor oil. 


Clinical Diagnosis: Intestinal obstruction 


Dr. Blanco’s Diagnosis: Obstruction of lower 


part of small intestine. 
Pathological Diagnosis: Acute peritonitis due to 
gall stone ileus. 
Pathological Discussion — Dr. Bornstein: 
On autopsy there was, as was to be expected, a 
severe, generalized peritonitis. Now, in investigating 
a peritonitis, I usually follow a certain route and al- 


ways start with the appendix, it being the most com- 
mon cause. Here the appendix was innocent. 


The next common cause of peritonitis in an elderly 
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person is a perforation due to a carcinoma in the 
lower bowel, which was absent. 


The Stomach 


The next was the stomach. The stomach was in- 
tact. We followed the duodenum down about two- 
thirds and came to a point where there was a fistulous 
tract connecting the gall bladder with the duodenum. 
With this hint we then naturally went down to the 
ileo-cecal valve and started looking around and found 
a gall stone obstructing the lower ileum. 

The gall stone was ovoid in shape and measured 
about 4 cm. in the longitudinal and 3 cm. in the 
vertical axis and was of the cholesterol type. 

The findings then are those of a typical gall stone 
ileus, the obstruction being shortly above the ileo- 
cecal valve. These are extremely rare cases. I think 
the only other one I ever used in a C. P. C. was 
about 12 years ago, but when they appear they are 
serious and easily fatal. q < 


Experience Cited 


Now it has been my experience that every case of 
small bowel obstruction that has not been treated 
surgically has terminated fatally. One of the con- 
tributory causes seems to be the Miller-Abbott tube 
which for 24 hours improves the condition of the 
patient and gives a false impression of recovery. I 
have watched that for the last ten years. 


Unrecognized peritonitis, or at least peritonitis not 
treated surgically, takes a large toll of victims. Al- 
though I am giving away something for future dis- 
cussants, I am going to pursue this particular subject 
further in next year’s conferences, because we have 
seen too many examples of death due to peritonitis. 





Further Comments On... 
(Continued from Page 117) 


to instruct personnel and to adequately treat the dire 
consequences of such exposure. 
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BOOKS 


Krebiozen has been a controversial medication 
with regard to its anti-cancer properties. The defense 
and repair mechanisms of the body are enhanced by 
this extract of the reticulo-endothelial system pre- 
pared by the method of Hartz. The evidence of 
resistance to cancer naturally with the spontaneous 
regression rate of human cancer is approximately one 
in 100,000 cases or 0.001 per cent. The results of an 
extensive research with clinical evaluation reveals that 
a palliative improvement might be anticipated in 68 
per cent of patients treated with Krebiozen. 


Malignant tumors would routinely decrease in 
size, and in a few patients actually disappear. Many 
of the tumors were noted to show evidence of liquefy- 
ing necrosis, with marked change histologically, fol- 
lowing the administration of Krebiozen, Many tumors 
so observed recurred promptly after discontinuing the 
therapy. Approximately 50 per cent of the patients 
gave proof of oncolytic properties possessed by Kre- 
biozen in its effect on the tumor. 


Two Groups 


The patients were sub-divided into two groups. 
Group No. One consisted of 100 patients observed 
in Chicago, and for the most part by the authors 
Group No. Two consisted of 587 patients observed 
by 225 physicians. All cases were far advanced and 
hopeless with progression of the disease in 97 per 
cent of the cases. The following subjective changes 
were noted: Reduction in pain in 79 per cent of all 
patients. The pain was abolished in 27 per cent and 
markedly relieved in 10 per cent of group No. One. 
The pain was abolished in 28 per cent of group 
No. Two. Narcotics were abolished in 27 per cent 
and reduced in 67 per cent of all patients. Sleep 
improved with a reduction of the use of hypnotics 
and a marked guphoria occurred in 12 per cent of 
group No. One patients, and 17 per cent of group 
No. Two patients. 


Objective Signs 


The objective signs of improvement were as fol- 
lows: The size of the palpable primary tumor or 
metastasis decreased in 50 per cent of the patients, 
remained stationary in 26 per cent of the patients. 
The body weight improved in 63 per cent of the 
weighed patients in group No. One, and 67 per cent 
of the weighed patients in group No. Two. This 
weight gain was approximately eight to nine pounds. 
The mobility of the involved extremities and total 
body mobilization improved generally. Eighty per 
cent of bed ridden patients in group No. One became 
ambulatory, and 23 per cent of group No, Two pa- 
tients improved decidedly. 
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A Study of the Effects of Krebiozen Reviewed 


By JAcK C. PosTLEwAITE, M.D., Et Paso 


The length of survival of the cancer patients of 
both groups was unequivocally increased in the ambu- 
latory patients. Amongst the 66 patients in group 
No. Two on whom an autopsy was performed there 
was extensive necrosis and liquefaction of the meta- 
stasis in 28 per cent. The incidence was 33 per cent 
in group No. One. 


Histologic Changes 


Histologic changes in these tumors included vacu- 
lization of the cytoplasm and nucleous and cytolosis 
of the tumor cells with infiltration of leukocytes. The 
mechanism for the relief of pain was thought to be 
the liquefaction necrosis of the tumor cell which 
reduced the pressure, ‘the secondary induration, and 
the edema of the nerve tissue. 


Fifteen patients had central nervous system in- 
volvement, both brain and nerve root invasion, and 
were disoriented or in coma. They became lucid and 
remained lucid on Krebiozen therapy for from 48 
hours up to 21 months; average three months, Thirty- 
eight patients with metastasis showed an 86 per cent 
improvement for an average of 2.6 months. 


Case Observations 


Case observations were included in this mono- 
gtaph. Several charts and graphs reveal summaries 
of their observations and substantiate the claims of 
their investigation and research. 


In all the book is an excellent scientific review 
of a new drug used in the management of cancer. 
One anticipates that additional research along this 
line may not only be palliative but curative in malig- 
nant disease. It is true that a study of 700 cancer 
patients for a period of approximately five years is 
not sufficient to properly evaluate Krebiozen. 


Improvement Gratifying 


However, the improvement is certainly gratifying 
to the patients who noted relief of pain and prolon- 
gation of their life. One wonders if the defense 
mechanisms of the body become thoroughly under- 
stood and that a chemical means of stimulation of 
these defense mechanisms might not be the ultimate 
goal in medical cancer therapy. One would certainly 
want to spend a little time with the scientific and 
theoretic contents of this book before passing judge- 
ment on Krebiozen therapy, and like drug therapy. 


OBSERVATIONS ON KREBIOZEN IN 
THE MANAGEMENT OF CANCER. By A. C. 
Ivy, PH D., JoHN F. Pick, M.D., AND W. F. P. 
PHILLIPS, M. D. — PUBLISHED BY HENRY REGNERY 
CoMPANY, CHICAGO, ILLINOIS, 1956. 
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